Objectives: Experimentally measured pullout forces for stent grafts (SGs) are used in clinical discussions and as reference values in bench studies and computer simulation. However, available benchmarks in the literature have only been obtained straight along the axial direction, whereas studies suggest displacement forces are directed more anteriorly. We hypothesize that increasing angulation of the displacement force results in decreasing pullout force.
Objectives: The purpose of this study was to determine the shortterm and long-term outcomes and reintervention rates in patients aged #60 years who underwent repair of a ruptured abdominal aortic aneurysm.
Methods: A retrospective review of a prospectively collected vascular surgery database at a university affiliated medical center was conducted to identify all patients aged #60 years who underwent emergency repair between 2000 and 2013.
Results: Twenty seven patients (96.3% male) aged <60 years (mean age, 55.3 6 11.2 years) underwent emergency repair (24 open, three EVAR). Most had a history of hypertension (68.2%) and current or past smoking (68.2%). The incidence of previous cardiac revascularization (9.1%) and chronic obstructive pulmonary disease (4.5%) was low in these young patients. The aneurysms were a mean maximum diameter of 7.5 6 0.4 cm. The in-hospital 30-day mortality rate was 21.4%. The most common cause of in-hospital mortality was cardiac arrest (60%). There was one in-hospital reintervention requiring decompressive laparotomy for abdominal compartment syndrome. Mean hospital length of stay was 14 6 12.1 days. Overall mean life expectancy was 8.9 years. Survival rates at 1 year, 5 years, and 10 years were 76%, 67%, and 61%, respectively. There were three reinterventions (16.7%) during a mean follow-up of 57.7 months. Two patients underwent incisional hernia repair, and one patient underwent further endovascular repair of an iliac artery aneurysm. There were no late aneurysm ruptures or aneurysm-related deaths during follow-up.
Conclusions: Younger patients after ruptured aneurysm repair have lower perioperative mortality rates than older patients. These younger patients have a reasonable 10-year survival rate with a low reintervention rate, which needs to be considered when deciding on method of repair. Methods: This was a retrospective review of data obtained from the Quebec hospital discharge database for RAAA repaired operatively between April 1, 2006, and March 31, 2012 . OSR was compared with EVAR with two hospital volumes (low: <40 surgeries vs high: $40 surgeries). Logistic and log-binomial regression analyses identified the risk of 30-day mortality with age, hospital volume, and surgical groups as variables.
Results: For ages $65 years, 772 RAAA were found, with 725 OSR (93.9%) and 47 EVAR (6.1%). The rate of RAAA repair declined over the study period, from 11.57 to 9.66 per 100,000. The 30-day mortality was 36.6% for OSR compared with 19.2% for EVAR, (P ¼ .0157). Low (39.5%) vs high (33.6%) hospital volume had similar 30-day mortality (P ¼ .108). The relative risk was 1.94 (P ¼ .0289) for OSR and was 1.54 (P # .0001) for patients aged $80 years. Hospital volume was not statistically significant.
Conclusions: Only the surgical group and age were significantly associated with 30-day mortality. EVAR was used only in 6% of the time for RAAA in Quebec; however, the relative risk of 30-day mortality was lower compared with OSR. Furthermore, hospitals with a low volume of OSR are not associated with a higher mortality. There is a trend towards a reduction of RAAA in Quebec.
Objectives: The province of Saskatchewan presents unique challenges for ruptured abdominal aortic aneurysms (AAAs), including variable access to health care resources and large transportation distances to tertiary vascular care. The goal of this study was to assess the rates of ruptured and unruptured aneurysms to determine whether there are areas of high aneurysm incidence that would benefit from further study and the possible implementation of a targeted screening protocol to improve management and prevention of aneurysm rupture.
Methods: All diagnoses of AAA from 2001 to 2011 in the province of Saskatchewan were reviewed, with patients grouped by health region of residence. Diagnoses of ruptured and unruptured AAA were obtained from the Saskatchewan Discharge Abstract Database, Medical Services Billings Claims data, and Vitals Stats data. International Classification of Diseases, 9th Revision and 10th Revision, codes were used to identify specific patients with the diagnosis of AAA.
Results: A total of 6163 AAAs were diagnosed, and 1667 AAAs were repaired over the study period. Mean age at diagnosis was 71.7 years, with 68% of all aneurysm diagnoses in men. Only 2% of patients were aboriginal. The provincial age-adjusted rate of AAA was 54.5 per 100,000 (95% confidence interval [CI], 53.18-55.91). The highest age-adjusted rate of AAA was found in the Five Hills Health Region (FHHR; 63.1 per 100,000; 95% CI, 57.63-69.03), which was significantly higher than the provincial average (P < .05). The rate of ruptured aneurysms in FHHR was nearly twofold higher than the provincial average (65.8 vs 32.1 per 100,000, respectively). The lowest aneurysm rates were found in the north of the province (age-adjusted rate, 44.6 per 100,000; 95% CI, 34.17-57.32).
Conclusions: There are significant geographical variations in the incidence of ruptured and unruptured AAA in the province of Saskatchewan, with the highest incidence of unruptured and ruptured aneurysms localized to the FHHR. Why there is a preponderance of aneurysms in this area is unclear, but it suggests targeted screening may help reduce the number of aneurysms treated emergently for rupture. Objectives: The Society for Vascular Surgery guidelines recommend initial nonoperative management of traumatic intimal tears of the thoracic aorta. However, the evidence basis for this recommendation is limited to single-center case series of small sample size. We sought to characterize current management and attributable mortality of intimal tears across a range of trauma centers.
Methods: This was a retrospective cohort study using the American College of Surgeons Trauma Quality Improvement Program, which includes data from >150 level 1 and 2 trauma centers across North America. Adults (age $16 years) who sustained an intimal tear of the thoracic aorta after blunt trauma were identified in the years 2010 and 2011. Patient demographics and injury severity; frequency, timing, and approach of surgical repair; and in-hospital mortality were examined.
Results: A total of 195 patients were identified across 56 centers. A motor vehicle crash was the dominant mechanism of injury (94%), and 140 patients were very severely injured (Injury Severity Score >25). Only 65 patients were treated operatively during the index hospitalization. Aortic repair was undertaken using an endovascular approach in 83% (54 of 65), and 75% of repairs (50 of 65) took place #48 hours of presentation. In-hospital mortality was 15%, with only two of 30 deaths occurring in patients treated with aortic repair (both endovascular), of which 46% (14 of 30) occurred within the first 2 admission days.
Conclusions: Half of patients with a traumatic intimal tear of the aorta survive to hospital discharge without aortic repair. The high proportion of repairs occurring soon after presentation may reflect early injury progression or, alternatively, deviation from the Society for Vascular Surgery guidelines due to a perceived high morbidity risk of nonoperative management. Objectives: In 2011, the Society for Vascular Surgery (SVS) published practice guidelines for blunt thoracic aortic injuries (BTAI) recommending treatment of grade 2 to 4 injuries. The objective of this study was to review adherence to these guidelines, before and after their publication.
Methods: A retrospective review was conducted of patients presenting with a BTAI to our trauma center between 1999 and 2013. Demographics, treatment, and outcomes were recorded.
Results: As previously reported, before 2011, 52 of 59 patients with BTAI had imaging available for review. Injury distribution was 14 grade 1 (27.0%), 1 grade 2 (1.9%), 35 grade 3 (67.3%), and 2 grade 4 (3.8%). One grade 1 injury was repaired, whereas one grade 2 and 12 grade 3 injuries were not repaired (eight early deaths), representing six of 52 patients and 11.5% retrospective deviation from SVS guidelines. Since publication of the guidelines, there have been five patients with BTAI. Mean age and Injury Severity Score were 39.8 years (range, 18-76 years) and 43 (standard deviation, 8.8), respectively. All five patients were identified as grade 3 injuries (pseudoaneurysm) and four of the five BTAIs were treated #24 hours of presentation. Owing to small size and stability, the remaining injury was initially managed medically but ultimately required surgery for pseudoaneurysm progression. All patients underwent endovascular repair, with intentional left subclavian artery coverage in four patients. There were no mortalities or perioperative complications, and the median follow-up duration was 4 months (range 1-26 months). No patients were lost to follow-up. One patient was found to have a juxtarenal aortic dissection on follow-up. There was no reported upper limb claudication.
Conclusions: Since their publication, the SVS clinical practice guidelines for BTAI were followed in all patients presenting to our trauma center. There were no mortalities, and complications were minimal in the shortterm. Objectives: Blunt thoracic aortic injury (BTAI) can be a highly lethal injury, but in the last decade, major advances have been made in diagnostic accuracy, injury grading, and therapy. Traditionally, emphasis has been on studying survival after injury, with a paucity of studies examining the discharge characteristics of patients that survive a BTAI. The purpose of this study was to define the epidemiology and predictors of disposition in patients with BTAI in a provincial database.
Methods: The Ontario Trauma Registry was used to identify all patients who were hospitalized with a BTAI between 1999 and 2009. Trends in therapy and discharge disposition were determined.
Results: We identified 264 patients with BTAI. Of these, 157 were discharged from the hospital, with 36% (n ¼ 56) going directly home and 64% (n ¼ 101) going to continuing care facilities. There was no difference in disposition in those with BTAI treated operatively or nonoperatively (P ¼ .48) in those that had repair of BTAI, and there was no difference in discharge home between open and endovascular repair (P ¼ 1.00). Univariate analyses identified younger age, male sex, lower Injury Severity Score, and lower Charlson comorbidity indices as being predictors of discharge home. On adjusted multivariate regression analysis, a lower Injury Severity Score (odds ratio, 0.91; 95% confidence interval, 0.87-0.95; P < .001) and male sex (odds ratio, 2.89; 95% confidence interval, 1.02-8.23; P ¼ .047) were the only independent predictors of discharge home.
Conclusions: Our findings suggest that the only independent predictors for discharge home for patients who survive is the overall severity of all their injuries as well as male sex, irrespective of their condition on admission or management of their BTAI. It is unclear why being female is associated with lower rates of discharge home. Further study is required to investigate and address this disparity between the sexes.
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